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Abstract
Purpose During surgical residency, many learning methods are available to learn an inguinal hernia repair (IHR). This 
study aimed to investigate which learning methods are most commonly used and which are perceived as most important by 
surgical residents for open and endoscopic IHR.
Methods European general surgery residents were invited to participate in a 9-item web-based survey that inquired which of 
the learning methods were used (checking one or more of 13 options) and what their perceived importance was on a 5-point 
Likert scale (1 = completely not important to 5 = very important).
Results In total, 323 residents participated. The five most commonly used learning methods for open and endoscopic IHR 
were apprenticeship style learning in the operation room (OR) (98% and 96%, respectively), textbooks (67% and 49%, respec-
tively), lectures (50% and 44%, respectively), video-demonstrations (53% and 66%, respectively) and journal articles (54% 
and 54%, respectively). The three most important learning methods for the open and endoscopic IHR were participation in 
the OR [5.00 (5.00–5.00) and 5.00 (5.00–5.00), respectively], video-demonstrations [4.00 (4.00–5.00) and 4.00 (4.00–5.00), 
respectively], and hands-on hernia courses [4.00 (4.00–5.00) and 4.00 (4.00–5.00), respectively].
Conclusion This study demonstrated a discrepancy between learning methods that are currently used by surgical residents to 
learn the open and endoscopic IHR and preferred learning methods. There is a need for more emphasis on practising before 
entering the OR. This would support surgical residents’ training by first observing, then practising and finally performing 
the surgery in the OR.
Keywords Surgical education · Liechtenstein · Open inguinal hernia repair · Endoscopic inguinal hernia repair
Introduction
Inguinal hernia repair (IHR) is one of the first surgical pro-
cedures that surgical residents learn during their training [1], 
as it is a relatively simple surgical procedure to familiarise 
residents with the importance of understanding surgical 
anatomy and essential surgical skills. The European Hernia 
Society’s updated guideline for the treatment of inguinal her-
nia in adult patients recommends either the open or laparo-
endoscopic approach—providing the surgeon has expertise 
in that approach—as best-evidence based options for IHR 
[2, 3]. The open IHR is easier to teach surgical residents 
compared to the endoscopic IHR [4] and fewer surgical pro-
cedures are required for proficiency [5].
The training of surgical residents is evolving from the 
traditional “see one, do one, teach one” model towards 
preparation before stepping into the operating room (OR) 
[6]. One of the reasons being the duty hour restriction 
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which has led to less exposure time in the OR [7] and 
decreasing educational outcomes [8]. Additionally, patient 
safety and the general opinion not to practice on patients 
forces surgical training to change. Surgical residents can 
learn complex skills in a variety of ways. Knowledge 
can be learned using books, articles, lectures, videos or 
e-learnings [9]; skills can be trained in a simulation setting 
[10], followed by performing the surgical procedure in the 
OR, with repeated practice and feedback.
Basically, these learning methods aim to improve surgi-
cal performance to a level of proficiency. The surgical per-
formance can be assessed by many available yet resource-
intense tools. Therefore, the number of surgical procedures 
performed is commonly used as a proxy for proficiency 
[5]. Also, operative time [11] or complication rates [12] 
can be used. The extent of proficiency experienced by 
surgical residents reflects their confidence and knowledge 
level; however, to our knowledge, no information is avail-
able on when surgical residents consider themselves to be 
proficient for the IHR.
Even though the aforementioned stages to learn com-
plex skills and achieve proficiency are known—observ-
ing, practising, performing and receiving feedback—it is 
unclear which learning methods—aiming both at theo-
retical learning and skills learning—are in fact most com-
monly used by residents, and which are perceived as most 
important for open and endoscopic IHR. This study aims 
to address these two main questions. Additionally, the resi-
dent’s self-perceived proficiency levels for both procedures 
were assessed.
Methods
European general surgery residents were invited to partici-
pate in this study from the 28th of July to the 20th of Octo-
ber 2019 and from the 1st of May to 1st of June 2020 by 
distributing the survey amongst members of the European 
Hernia Society and the Dutch Association of Surgical Resi-
dents. Participation was voluntary, and data was collected 
anonymously.
A 9-item, English-language web-based survey was 
developed to investigate the most commonly used learning 
methods, the perceived as most important learning methods 
and the resident’s self-perceived proficiency levels (Sup-
plementary Material). The most commonly used learning 
methods were inquired by asking residents to select one or 
more methods that they had used to learn the IHR during 
their residency. For the importance of the learning methods 
a 5-point Likert scale was used to rate each learning method 
(1 = not at all important to 5 = very important).
As shown in Fig. 1, the survey was split into three sec-
tions. The first section included questions regarding demo-
graphics (2 questions), currently used learning methods 
and what trainees perceived as the most important learning 
methods for the open IHR (2 questions) and whether the 
participant had experience with endoscopic IHR (1 ques-
tion). The second section was exclusively for participants 
with endoscopic IHR experience and contained questions 
regarding currently used learning methods and what train-
ees perceived as the most important learning methods for 
the endoscopic repairs (2 questions). All participants were 
included in the third section, with questions concerning the 
Fig. 1  Study design
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supposed number of surgical procedures needed to achieve 
proficiency for the open and endoscopic IHR (2 questions).
Descriptive data of the currently used learning methods 
were presented using percentages. The descriptive data of 
the perceived importance of learning methods were pre-
sented as medians and interquartile range (IQR). Means 
were used for ranking these learning methods. All analyses 
were performed using SPSS® version 24.0 (IBM, Armonk, 
New York, USA).
Results
In total, 482 general surgery residents opened the online 
survey, of whom 35 dropped out immediately and 323 com-
pleted the first section (Fig. 1). Hundred twenty-four resi-
dents completed the second section concerning endoscopic 
repair. Finally, 293 completed the proficiency questions in 
the third section. The surgical residents were on average in 
their third year of residency [2.0–5.0] and originated from 
Table 1  Demographics
Participants n %
Total opened survey 482
Open IHR section completed (1st) 323 67
Endoscopic IHR section completed (2nd) 124 26
Proficiency section completed (3rd) 293 61
From which country are you? n = 323 %
Italy 90 27.9
The Netherlands 66 20.4
Spain 65 20.1
United Kingdom 39 12.1
Denmark 19 5.9
Sweden 17 5.3
Czech Republic 7 2.2
Portugal 5 1.5
Germany 3 0.9
Greece 2 0.6
Austria 2 0.6
Macedonia 1 0.3
Romania 1 0.3
Poland 1 0.3
Ukraine 1 0.3
Ireland 1 0.3
Iceland 1 0.3
Albania 1 0.3
Estonia 1 0.3
Year surgical residency n = 323 %
1 53 16.4
2 51 15.8
3 65 20.1
4 49 15.2
5 60 18.6
6 45 13.9
Experience endoscopic IHR n = 323 %
No 171 52.9
Yes, supervised 77 23.8
Yes, unsupervised 75 23.2
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19 different countries, most of them were from Italy, the 
Netherlands and Spain (Table 1).
The five most commonly used learning methods for the 
open and endoscopic IHR were participation in the OR (98% 
and 96%, respectively), textbooks (67% and 49%, respec-
tively), lectures (50% and 44%, respectively), video-dem-
onstrations (53% and 66%, respectively) and journal articles 
(54% and 54%, respectively) (Fig. 2). The least used learning 
methods for the open and the endoscopic IHR were the use 
of the animal models (2% and 5%, respectively) and bench 
simulation model (9% and 12%, respectively).
As demonstrated in Table 2, what trainees perceived 
as the top three most important learning methods for 
the open and endoscopic IHR were; participation in 
the OR [5.00 (5.00–5.00) and 5.00 (5.00–5.00), respec-
tively)], video-demonstrations [4.00 (4.00–5.00) and 4.00 
(4.00–5.00), respectively], and hands-on hernia courses 
[4.00 (4.00–5.00) and 4.00 (4.00–5.00), respectively]. 
The two lowest-ranked learning methods for the open 
and endoscopic IHR were participation in a journal club 
[3.00 (2.00–4.00) and 3.00 (2.00–4.00), respectively] and 
practising on animal models [3.00 (2.00–4.00) and 3.00 
(1.00–4.00), respectively].
The number of open IHR needed for proficiency was 
estimated by the surgical residents to be median 30 to 40 
surgical procedures (range 20 – 50) (Fig. 3). The supposed 
proficiency number for the endoscopic IHR was median 
50–75 surgical procedures (range 25–100).
Fig. 2  Currently used learning 
methods for the open and endo-
scopic inguinal hernia repairs
Table 2  Open and endoscopic 
inguinal hernia repairs—
importance of learning methods
Open IHR (n = 323) Endoscopic IHR (n = 124)
Median [IQR] Mean Rank Median [IQR] Mean Rank
In the operating room 5.00 [5.00–5.00] 4.90 1 5.00 [5.00–5.00] 4.96 1
Video-demonstration 4.00 [4.00–5.00] 4.26 2 5.00 [4.00–5.00] 4.50 2
A specific hernia course 4.00 [4.00–5.00] 4.26 3 5.00 [4.00–5.00] 4.35 3
Cadaveric model 4.00 [3.00–5.00] 4.00 4 4.00 [3.00–5.00] 3.84 6
Articles 4.00 [4.00–4.00] 3.85 5 4.00 [3.00–5.00] 3.88 5
Lectures 4.00 [3.00–4.00] 3.83 6 4.00 [3.00–5.00] 4.06 4
Books 4.00 [3.00–4.00] 3.81 7 4.00 [3.00–5.00] 3.77 7
Bench simulation model 4.00 [3.00–5.00] 3.79 8 4.00 [3.00–5.00] 3.52 11
Computer simulation model 4.00 [3.00–4.00] 3.65 9 4.00 [3.00–5.00] 3.75 8
E-learning 4.00 [3.00–4.00] 3.58 10 4.00 [3.00–5.00] 3.67 9
A specific congress 3.00 [3.00–4.00] 3.50 11 4.00 [3.00–5.00] 3.64 10
Journal club 3.00 [2.00–4.00] 3.03 12 3.00 [2.00–4.00] 2.94 12
Animal model 3.00 [2.00–4.00] 2.99 13 3.00 [1.00–4.00] 2.78 13
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Discussion
The most frequently used learning methods in inguinal her-
nia surgery by surgical residents were participation in the 
OR, video-demonstrations, lectures, textbooks and articles, 
while the perceived most important learning methods were 
also participation in the OR, video-demonstrations and 
hands-on hernia courses. The residents prefer, besides the 
traditional learning methods, hands-on practice during spe-
cific hernia courses.
Currently traditional learning methods, video-demon-
strations and learning in the OR are mainly used. Ideally, 
a resident is trained by observing the surgical procedure, 
then practising it in a safe environment and finally execut-
ing it in the OR while receiving feedback to improve fur-
ther. A safe environment to practise their surgical knowl-
edge and skills without compromising patient safety is 
provided by simulation training [13]. Several studies have 
proven the positive effects of simulation training [13–15], 
however, its implementation into the residents’ curriculum 
remains challenging [13]. The challenging implementation 
is underlined by our findings as the simulation methods are 
not frequently used (Fig. 2). Often, simulation training is 
unstructured or provided as ‘one-time’ events at courses 
[13]. The unstructured delivering of simulation training 
leads to not fully exploiting its potential, which would 
be the case in the aforementioned sequence practising in 
a simulation environment before operating on a patient. 
Despite the advantages of simulation, our participat-
ing surgical residents found the bench simulation model 
and computer simulation model to have low importance 
as learning methods for the IHR. The low importance is 
in contrast to a previous study in which 82% of surgical 
residents found simulation to be an important educational 
method for the IHR [6]. Although numerous bench simula-
tion models [15, 16] and computer simulation models have 
been validated for the IHR [17–19], we wonder if the unfa-
miliarity of the participating surgical residents with these 
bench simulation model or computer simulation model 
could explain the perceived low importance of these learn-
ing methods. These validated simulation models should 
find their way to day-to-day use for IHR training.
Fig. 3  Estimated number of 
surgical procedures needed 
for proficiency in a open and 
b endoscopic inguinal hernia 
repair
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Video-demonstrations were mentioned as one of the 
most important learning methods in our study. Zahiri and 
colleagues found video-demonstrations to be important 
for 87% of surgical trainees [6]. An advantage of online 
videos is that they can be accessed on demand by sur-
gical residents—any time and any place—known as the 
just-in-time principle [20]. YouTube is the most preferred 
streaming video source among medical students, surgical 
residents and faculty members [21]. However, in general 
and especially if the contributor is unknown, surgical vid-
eos on YouTube lack educational value and may display 
inadequate or even unsafe manoeuvres [22–24]. As You-
Tube is not a peer-reviewed platform, videos are ranked 
on popularity and not on quality [25]. WebSurg is another 
online platform for open source videos of minimally inva-
sive surgical procedures only [26]. The WebSurg videos 
regarding the total extraperitoneal procedure for IHR were 
found to be of suboptimal quality in terms of educational 
value [27]. Teaching grade video-demonstrations of sur-
gical procedures should be peer-reviewed and have high 
educational value [22, 24, 27]. A rather new online surgi-
cal educational platform is Incision Academy with surgical 
videos containing standardized procedural steps [28] and 
of which the content has been supervised by surgeons and 
anatomists.
Surgical training is aimed at reaching a proficiency level 
in performing a surgical procedure independently. In this 
study, surgical residents were asked to indicate how many 
procedures they need to become proficient in the IHR. Our 
participating surgical residents estimated 30–40 proce-
dures (range 20–50) were required to achieve proficiency 
in open IHR. In previous studies, around 40 open IHR [1], 
or even 64 repairs were needed for proficiency [29]. In our 
survey, the estimated number of endoscopic IHR needed to 
become proficient were 50–75 surgical procedures (range 
25–100). Previous study indicated that more than 100 
endoscopic repairs are required to achieve outcomes com-
parable to open anterior mesh repair [5]. However, in-line 
with our results, other articles referred to 65 procedures 
as a minimum volume necessary to train for endoscopic 
inguinal hernia repairs [30, 31]. Due to this discrepancy 
between the numbers estimated for proficiency by our sur-
gical residents and the numbers needed for proficiency, 
the question arises whether surgical residents overestimate 
themselves, or the trainees underestimate the residents. 
Some surgical residents require less surgical procedures 
than others to achieve proficiency [32]. A comprehensive 
yet easy to use assessment tool should be used to assess 
the performance of a surgical procedure, and to indicate 
one’s proficiency more accurate. Possible options could be 
competence tracking using Observational Clinical Human 
Reliability Assessment (OCHRA) or Surgical Quality 
Assurance (SQA) [33, 34].
Future perspectives
The sequence of a surgical residents’ training—observ-
ing, practising, performing and reflecting on a surgical 
procedure—should be facilitated. First to facilitate observ-
ing of surgical procedures, accurate video-demonstrations 
should be provided. Secondly, as the learning yield of sur-
gical simulation training is promising, the perceived low 
importance amongst surgical residents should be explored. 
Perhaps the familiarity of qualitative simulation models 
is lacking to incorporate simulation training into surgical 
residents’ training programs. Especially, the timing of the 
simulation trainings should be optimized so a resident can 
train in a safe environment and then progress to perform-
ing the surgical procedure in the OR. Finally, to facilitate 
the reflection on a surgical procedure and to evaluate the 
residents’ proficiency, the applicability of the OCHRA or 
SQA should be further researched.
Limitations
This study has a number of limitations that need to be 
considered. Of 482 surgical residents that opened the sur-
vey, 159 residents stopped immediately. It is possible that 
these surgical residents had different views on learning 
methods. Second, the majority of the residents originated 
from Italy, the Netherlands and the Spain (n = 221 of 323) 
which might have made the results less representative for 
Europe, although the participants from the various Euro-
pean countries indicated similar experienced and preferred 
learning modalities. Third, to keep our survey short and 
concise, we surveyed the learning methods without speci-
fying which learning goal was desired, such as theoretical 
knowledge or technical skills. We also did not ask how 
many open or endoscopic surgical procedures the residents 
had performed.
Conclusion
In conclusion, this study demonstrated a discrepancy 
between learning methods that are currently used by sur-
gical residents to learn the open and endoscopic IHR and 
preferred learning methods by them. There is a need for 
more emphasis on practising before entering the OR. To 
achieve this more simulation models for IHR are needed. 
This would support surgical residents’ training by first 
observing, then practising and finally performing the 
surgery in the OR. It is highly recommended to imple-
ment simulation based training in educational residency 
programs.
Hernia 
1 3
Acknowledgements We would like to thank all participating surgical 
residents.
Compliance with ethical standards 
Conflict of interest All authors declare no conflict of interest.
Ethical approval Approval from the institutional review board was not 
required for this study (based on anonymous questionnaires to resi-
dents).
Human and animal rights This article does not contain studies directly 
involving human participants, as it is a description of the results of an 
electronic survey amongst surgical residents, not patients.
Informed consent For this type of study, formal consent was not nec-
essary.
Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creat iveco mmons .org/licen ses/by/4.0/.
References
 1. Merola G, Cavallaro G, Iorio O, Frascio M, Pontecorvi E, Cor-
cione F, Andreuccetti J, Pignata G, Stabilini C, Bracale U (2019) 
Learning curve in open inguinal hernia repair: a quality improve-
ment multicentre study about Lichtenstein technique. Hernia. https 
://doi.org/10.1007/s1002 9-019-02064 -x
 2. Simons MP, Aufenacker T, Bay-Nielsen M, Bouillot JL, Campan-
elli G, Conze J, de Lange D, Fortelny R, Heikkinen T, Kingsnorth 
A, Kukleta J, Morales-Conde S, Nordin P, Schumpelick V, Smed-
berg S, Smietanski M, Weber G, Miserez M (2009) European 
Hernia Society guidelines on the treatment of inguinal hernia in 
adult patients. Hernia 13(4):343–403. https ://doi.org/10.1007/
s1002 9-009-0529-7
 3. Lichtenstein IL, Shulman AG, Amid PK, Montllor MM (1989) 
The tension-free hernioplasty. Am J Surg 157(2):188–193
 4. Campanelli G, Bruni PG, Morlacchi A, Lombardo F, Cavalli 
M (2017) Primary inguinal hernia: the open repair today pros 
and cons. Asian J Endosc Surg 10(3):236–243. https ://doi.
org/10.1111/ases.12394 
 5. HerniaSurge Group (2018) International guidelines for groin her-
nia management. Hernia 22(1):1–165. https ://doi.org/10.1007/
s1002 9-017-1668-x
 6. Zahiri HR, Park AE, Pugh CM, Vassiliou M, Voeller G (2015) 
"See one, do one, teach one": inadequacies of current methods to 
train surgeons in hernia repair. Surg Endosc 29(10):2867–2872. 
https ://doi.org/10.1007/s0046 4-015-4411-7
 7. Feanny MA, Scott BG, Mattox KL, Hirshberg A (2005) Impact of 
the 80-hour work week on resident emergency operative experi-
ence. Am J Surg 190(6):968–972
 8. Ahmed N, Devitt KS, Keshet I, Spicer J, Imrie K, Feldman L, 
Cools-Lartigue J, Kayssi A, Lipsman N, Elmi M, Kulkarni AV, 
Parshuram C, Mainprize T, Warren RJ, Fata P, Gorman MS, Fein-
berg S, Rutka J (2014) A systematic review of the effects of resi-
dent duty hour restrictions in surgery: impact on resident wellness, 
training, and patient outcomes. Ann Surg 259(6):1041–1053. https 
://doi.org/10.1097/sla.00000 00000 00059 5
 9. Evans CH, Schenarts KD (2016) Evolving educational techniques 
in surgical training. Surg Clin 96(1):71–88
 10. Evgeniou E, Loizou P (2013) Simulation-based surgical educa-
tion. ANZ J Surg 83(9):619–623
 11. Maruthappu M, Duclos A, Lipsitz SR, Orgill D, Carty MJ (2015) 
Surgical learning curves and operative efficiency: a cross-specialty 
observational study. BMJ Open 5(3):e006679
 12. Hopper A, Jamison M, Lewis W (2007) Learning curves in surgi-
cal practice. Postgrad Med J 83(986):777–779
 13. Bjerrum F, Thomsen ASS, Nayahangan LJ, Konge L (2018) Sur-
gical simulation: Current practices and future perspectives for 
technical skills training. Med Teach 40(7):668–675. https ://doi.
org/10.1080/01421 59x.2018.14727 54
 14. Cook DA (2014) How much evidence does it take? A cumulative 
meta-analysis of outcomes of simulation-based education. Med 
Educ 48(8):750–760
 15. Zendejas B, Cook DA, Hernández-Irizarry R, Huebner M, Farley 
DR (2012) Mastery learning simulation-based curriculum for lap-
aroscopic TEP inguinal hernia repair. J Surg Educ 69(2):208–214
 16. Nazari T, Simons M, Zeb M, van Merriënboer J, Lange J, Wiggers 
T, Farley D (2019) Validity of a low-cost Lichtenstein open ingui-
nal hernia repair simulation model for surgical training. Hernia. 
https ://doi.org/10.1007/s1002 9-019-02093 -6
 17. Sanders AJ, Warntjes P, Geelkerken RH, Mastboom WJ, Klaase 
JM, Rodel SG, Luursema JM, Kommers PA, Verwey WB, van 
Houten FJ, Kunst EE (2006) Open surgery in VR: inguinal her-
nia repair according to Lichtenstein. Stud Health Technol Inform 
119:477–479
 18. Khatib M, Hald N, Brenton H, Barakat MF, Sarker SK, Stand-
field N, Ziprin P, Kneebone R, Bello F (2014) Validation of open 
inguinal hernia repair simulation model: a randomized con-
trolled educational trial. Am J Surg 208(2):295–301. https ://doi.
org/10.1016/j.amjsu rg.2013.12.007
 19. Hald N, Sarker SK, Ziprin P, Villard PF, Bello F (2011) Open 
surgery simulation of inguinal hernia repair. Stud Health Technol 
Inform 163:202–208
 20. Davis JS, Garcia GD, Wyckoff MM, Alsafran S, Graygo JM, 
Withum KF, Schulman CI (2012) Use of mobile learning module 
improves skills in chest tube insertion. J Surg Res 177(1):21–26
 21. Rapp AK, Healy MG, Charlton ME, Keith JN, Rosenbaum 
ME, Kapadia MR (2016) YouTube is the most frequently used 
educational video source for surgical preparation. J Surg Educ 
73(6):1072–1076
 22. Addar A, Marwan Y, Algarni N, Berry G (2017) Assessment of 
“YouTube” content for distal radius fracture immobilization. J 
Surg Educ 74(5):799–804
 23. Frongia G, Mehrabi A, Fonouni H, Rennert H, Golriz M, Günther 
P (2016) YouTube as a potential training resource for laparoscopic 
fundoplication. J Surg Educ 73(6):1066–1071
 24. Rodriguez HA, Young MT, Jackson HT, Oelschlager BK, Wright 
AS (2018) Viewer discretion advised: is YouTube a friend or foe 
in surgical education? Surg Endosc 32(4):1724–1728. https ://doi.
org/10.1007/s0046 4-017-5853-x
 25. Farag M, Bolton D, Lawrentschuk N (2019) Use of youtube as a 
resource for surgical education—clarity or confusion. Eur Urol 
Focus 6:444–449
 26. Mutter D, Vix M, Dallemagne B, Perretta S, Leroy J, Marescaux J 
(2011) WeBSurg: an innovative educational Web site in minimally 
invasive surgery—principles and results. Surg Innov 18(1):8–14
 Hernia
1 3
 27. Kartal A, Kebudi A (2019) Evaluation of the Reliability, Utility, 
And Quality Of Information Used In Total Extraperitoneal Pro-
cedure For Inguinal Hernia Repair Videos Shared On Websurg. 
Cureus 11(9):e5566. https ://doi.org/10.7759/cureu s.5566
 28. Nazari T, Vlieger E, Dankbaar M, van Merriënboer J, Lange 
J, Wiggers T (2018) Creation of a universal language for sur-
gical procedures using the step-by-step framework. BJS Open 
2(3):151–157
 29. Abdelrahman T, Long J, Egan R, Lewis WG (2016) Opera-
tive experience vs. competence: a curriculum concordance and 
learning curve analysis. J Surg Educ 73(4):694–698. https ://doi.
org/10.1016/j.jsurg .2016.01.011
 30. Suguita FY, Essu FF, Oliveira LT, Iuamoto LR, Kato JM, Torsani 
MB, Franco AS, Meyer A, Andraus W (2017) Learning curve 
takes 65 repetitions of totally extraperitoneal laparoscopy on 
inguinal hernias for reduction of operating time and complica-
tions. Surg Endosc 31(10):3939–3945
 31. Bracale U, Merola G, Sciuto A, Cavallaro G, Andreuccetti J, 
Pignata G (2019) Achieving the learning curve in laparoscopic 
inguinal hernia repair by Tapp: a quality improvement study. J 
Invest Surg 32(8):738–745
 32. Young A, Miller JP, Azarow K (2005) Establishing learn-
ing curves for surgical residents using Cumulative Summation 
(CUSUM) Analysis. Curr Surg 62(3):330–334
 33. Tang B, Hanna G, Joice P, Cuschieri A (2004) Identification 
and categorization of technical errors by Observational Clinical 
Human Reliability Assessment (OCHRA) during laparoscopic 
cholecystectomy. Arch Surg 139(11):1215–1220
 34. Tsai AY, Mavroveli S, Miskovic D, van Oostendorp S, Adamina 
M, Hompes R, Aigner F, Spinelli A, Warusavitarne J, Knol J 
(2019) Surgical quality assurance in COLOR III: standardization 
and competency assessment in a randomized controlled trial. Ann 
Surg 270(5):768–774
Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.
